Objectives: The objective of our study was to evaluate the organizational climate and the quality of work in our thoracic surgery unit and operating theatre and to find the correcting measures to improve the organizational climate. Methods: The study was conducted in 2016, by administering a validated questionnaire (by the Italian National Public Administration) to all health care professionals (doctors, nurses and socio-sanitary auxiliaries) working in the thoracic surgery unit and the operating theatre. The survey explored several items: working safety, working stress, discrimination, equity, career and professional development, relationship with colleagues and sense of belonging. The questionnaires were administered anonymously. For answers the Likert scale was adopted from 1 to 6, encouraging answers polarization. Results: Eighty-one professionals were involved with a response rate of 88%, 66% females and 34% males and 38% of the population had a working experience of between 11 and 20 years. 18% were physicians. More than 25% of the personnel in the operating theatre considered their place of work unsafe. Both thoracic surgery unit and OT lack sufficient spaces at work and the environment was considered noisy. At the OT, 38% declared that they underwent bullying. No discrimination was reported. Less equity in the OT. With respect to career and professional development, most of the professionals were not happy. Good relationship between operators and sense of belonging to the place of work. These results helped us to find the right actions to adopt in order to improve the organizational climate. Educational courses must be adopted to improve knowledge of all professionals about safety at work. Daily supportive management is required. Conclusions: Our findings point to the importance of the survey in finding the negative aspects of the organizational climate and implement the corrective measures. Disclosure: No significant relationships. Objectives: Thoracic Surgery has witnessed a massive revolution in the last 25 years with the standardization of video-assisted thoracoscopic surgery (VATS) as the best approach for most of the thoracic operations. Earlier when thoracic surgery was done through huge thoracotomy incisions and rib spreading retractors, the chest tube pain was masked by the excruciating pain of the thoracotomy, but using VATS, with its benefits of decreased pain and earlier mobility, has caused surgeons seeking early removal of chest tubes. With advancement of stapling devices, the time needed for chest tube drainage significantly diminished. We explored the possibility of intraoperative chest tube removal in patients undergoing VATS procedures, identifying the safety, criteria for selecting patients and analysing the sequels. Methods: A prospective study from May 2014 to December 2016 was conducted, including 29 patients with different clinical presentations who were admitted to the service. Patients undergoing VATS procedures (uniportal VATS in all except one) were divided into 2 groups: study group, those with intraoperative removal of chest tube (16 patients) and control group (13 patients). Patients would undergo an air-leak test to determine whether they were eligible to be included in the study. Results: The 2 groups had significant differences in the postoperative pain score (study group 4.9 and control group 7.8), hospital stay (study group 1.4 and control group 4). Both groups were similar in postoperative pneumothorax (study group 25% and control group 23.1%), with only 2 patients (12.5%) in the study group requiring re-insertion of chest tube. Conclusions: Intraoperative removal of chest tube during VATS procedures is a safe technique in well-selected patients with an intraoperative successful airleak test with clinical and radiological follow-up. This technique provides lesser postoperative pain with shorter hospital stay, converting procedures into a 1-day procedure. More studies are needed to be conducted regarding each of the clinical presentations alone. Disclosure: No significant relationships.
P-172 INTRAOPERATIVE REMOVAL OF CHEST TUBE IN VIDEO-ASSISTED THORACOSCOPIC PROCEDURES
Objectives: Thoracic Surgery has witnessed a massive revolution in the last 25 years with the standardization of video-assisted thoracoscopic surgery (VATS) as the best approach for most of the thoracic operations. Earlier when thoracic surgery was done through huge thoracotomy incisions and rib spreading retractors, the chest tube pain was masked by the excruciating pain of the thoracotomy, but using VATS, with its benefits of decreased pain and earlier mobility, has caused surgeons seeking early removal of chest tubes. With advancement of stapling devices, the time needed for chest tube drainage significantly diminished. We explored the possibility of intraoperative chest tube removal in patients undergoing VATS procedures, identifying the safety, criteria for selecting patients and analysing the sequels. Methods: A prospective study from May 2014 to December 2016 was conducted, including 29 patients with different clinical presentations who were admitted to the service. Patients undergoing VATS procedures (uniportal VATS in all except one) were divided into 2 groups: study group, those with intraoperative removal of chest tube (16 patients) and control group (13 patients). Patients would undergo an air-leak test to determine whether they were eligible to be included in the study. Results: The 2 groups had significant differences in the postoperative pain score (study group 4.9 and control group 7.8), hospital stay (study group 1.4 and control group 4). Both groups were similar in postoperative pneumothorax (study group 25% and control group 23.1%), with only 2 patients (12.5%) in the study group requiring re-insertion of chest tube. Conclusions: Intraoperative removal of chest tube during VATS procedures is a safe technique in well-selected patients with an intraoperative successful airleak test with clinical and radiological follow-up. This technique provides lesser postoperative pain with shorter hospital stay, converting procedures into a 1-day procedure. More studies are needed to be conducted regarding each of the clinical presentations alone. Disclosure: No significant relationships.
P-173 PERSISTENT AIR LEAK IN THORACIC SURGERY: A NEW POSTOPERATIVE TECHNIQUE TO REDUCE THE PLEURAL SPACE AFTER LUNG RESECTION
Miriam Patella, R. Pini, A. Saporito, R. Inderbitzi, S. Cafarotti Thoracic Surgery, EOC, ORBV, Bellinzona, Switzerland Objectives: Residual pleural space after lung resection in presence of air leak is a common and challenging issue, potentially causing serious complications and extending hospital stay. We report a new, simple and effective technique to reduce the pleural space, inducing a controlled and reversible paralysis of the diaphragm. Methods: We selected 6 patients with prolonged air leak after lung resection (4 lobectomies, 1 bilobectomy, 1 wedge resection). Inclusion criteria were: digitally detected air flow >1000 ml/min at postoperative day 3, presence of empty pleural space at chest X-ray, absence of restrictive lung disease, absence of known arrhythmias. A 22G nerve-block catheter was placed under USS guidance in proximity to the phrenic nerve, between the sternocleidomastoid muscle and the anterior scalene muscle at the level of C6. A continuous infusion of ropivacaine 0.2% 3 ml/h was started. Fluoroscopy was used to confirm significant reduction in hemidiaphragm movements, resulting in a contraction of the hemithorax and obliteration of the pleural space. Close monitoring of vital signs and intense respiratory physiotherapy were implemented. The infusion was stopped at air leak cessation and the catheter was removed along with the chest drain. Results: No peri-and post-procedural complications occurred. In all patients we observed an immediate reduction of the empty pleural space and a resolution of the air leak within few days (4±1.78 days). After suspension of local anaesthesia, a complete restoration of the hemidiaphragm function has been documented. Conclusions: This is an effective, safe and minimally invasive method to reduce the volume of residual pleural space after lung resections. Narrowing of the pleural space facilitates the contact between the lung and the chest wall promoting the resolution of the air leak. Diaphragm paralysis is controlled and temporary with no residual disabilities. Disclosure: No significant relationships. Objectives: The last pleural disease guidelines were published in 2010. Despite large number of papers published on malignant pleural effusion (MPE), there are still many doubts and controversies on diagnosis and management. The Pleural Disease Working Group of ESTS is an ambitious initiative for quality improvement of care in MPE. We present an update of the project and the available ongoing results. Methods: The working group undertook 4 projects: analysis of baseline survey of MPE management (analysis of systems of care in different countries); benchmarking project on quality of previous guidelines with Appraisal-of-Guidelinesfor-Research-and-Evaluation-II (AGREE-II) instrument; systematic review/ meta-analysis of literature according to PRISMA (Preferred-Reporting-Itemsfor-Systematic-Reviews-and-Meta-Analysis) system; development of updated ESTS Recommendations on MPE management. Results: Survey demonstrates poor adoption of existing clinical guidance, as well as the need for more contemporary and up-to-date guidelines for a betterinformed practice. Quality of guidelines assessed by AGREE-II criteria was found to be extremely variable; guidelines achieving higher scores were more likely to come from European Union with direct involvement of scientific societies in development. Systematic review/meta-analysis found that talc poudrage is a more efficient pleurodesis method in MPE than many other frequently used methods. Development of updated ESTS Recommendations has been done using Population-Intervention-Comparison-Outcome (PICO) questions formulated on Objectives: A complex pulmonary rehabilitation programme provides improvement in functional parameters with higher exercise capacity and functional reserves before thoracic surgery. Rehabilitation in the postoperative healing period can be safer and risk of pulmonological complications might be reduced. Methods: Lung functions, chest kinematics, 6-min walking distance, exercise capacity and quality of life tests were measured in 208 chronic obstructive pulmonary disease (COPD) patients who underwent thoracic surgery. The pulmonary rehabilitation programme takes 3 weeks and includes 30 min of morning respiratory training, chest wall mobilization and learning controlled breathing techniques with an additional 15-30 min cycle training 2-3 times a day, smoking cessation and inhalation therapy. The most common indication of the operations was lung cancer (72%). The average age was 63±9 years. One third of the patients had pre-and postoperative rehabilitation (PPO), 1/3 had preoperative (PRE), and 1/3 had postoperative rehabilitation only (POS). Results were compared by paired t-test, non-parametric sign test and Wilcoxon test.
P-174 PLEURAL DISEASES WORKING GROUP OF EUROPEAN SOCIETY OF THORACIC SURGEONS (ESTS): UPDATE OF PROJECT AND ONGOING RESULTS
Significance was accepted at the P < 0.05. Distributions were tested for normality by the Kolmogorov-Smirnov test.
Results: There was a significant improvement in FEV 1 (PRE: 64±16 vs 67±16%pred*; PPO: 60±13 vs 66±13%pred* preoperatively, 48±13 vs 52±13%pred* postoperatively; POS: 56±16 vs 61±14%pred*, p < 0.05) and in 6-min walking distance (PRE: 403±87 vs 452±86 m; PPO: 388±86 vs 439±83 m* before, 337±111 vs 397±105 m* after the operation; POS: 362±89 vs 434±94 m*, P < 0.0001 Objectives: It is often necessary to sacrifice the phrenic nerve to achieve radical resection for non-small cell lung cancer. Unilateral phrenic injury after thoracic surgery may result additional respiratory deficits. In critically ill patients, loss of diaphragmatic function has to be avoided. The immediate rescue technique for phrenic nerve reconstruction with graft interponat may be a therapeutic option.
Methods: An overweight 70-year-old man with central lung carcinoma (cT4, cN0) was referred for radical lung resection. The patient demonstrated absence of diaphragmatic motion on preoperative sniff testing. Through a right axilloanterior thoracotomy the tumour was identified and anatomical resected via extended upper bilobectomy. As was suspected, the right phrenic nerve was infiltrated by the tumour. A 10-cm long piece had to be resected in the middle region. In order to minimize the functional loss, immediate phrenic nerve reconstruction with a sural nerve graft (longer than the defect) from the right calf was considered. The polus was thrown and end-to-end nerve anastomosis was performed with magnifying loupes. We preferred an epineural microsurgical 8-0 interrupted suture at both graft ends. The nerve suture was secured with 1 ml of topically-applied fibrin glue.
Results: The duration of surgery was 372 min and no intraoperative complications occured. The patient was extubated in the operating theatre. Length of stay in hospital was 10 days. At 2 months the patient had completely recovered from the operation and, although in good physical condition, still had dyspnoea. At 2 months the X-ray film still showed an elevated right hemidiaphragm but the fluoroscopy demonstrated a maintained diaphragmatic mobility. Conclusions: To our knowledge, this report is the first to prove the feasibility of immediate phrenic nerve reconstruction after extended bilobectomy. Microsurgical reconstruction with sural nerve transposition can be applied safely with nearly negligible donor-site morbidity. Disclosure: No significant relationships. Objectives: To investigate the factors related with the complications caused by microcoil localization procedure of pulmonary small nodules prior to thoracoscopic resection Methods: We retrospectively reviewed the medical data of patients with pulmonary solid nodules and ground-glass opacity who underwent CT-guided microcoil localization prior to thoracoscopic surgery between December 2013 and October 2015 in our institution. Factors included clinical data, imaging data, surgical data, and technical data of microcoil localization were collected for stepwise logistic regression.
Results: A total of 223 patients with 239 nodules were included in this study. Localization related complications were observed in 51 localizations (21.3%) prior to operation. Pneumothorax was observed in 36 localizations (15.1%), including 35 asymptomatic pneumothorax. One patient required further thoracentesis on the subsequent day after localization. Pulmonary haematoma or haemoptysis was observed in 15 localizations (6.3%). On logistic regression, age, depth of insertion of the Chiba needle and microcoil dislocation were identified as the independent factors related with localization-related
